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Number
08/04 | iv-vi, 187-189, 195, SR*3*132 | Updated the Table of Contents and Index to reflect
195a-195b, 196, added options. Added the new Non-OR Procedure
207-208, 219a-b, Information option and the Tissue Examination Report
527-528 option (unrelated to this patch) to the Non-OR
Procedures section.
08/04 | 31,43, 46, 66, 71- SR*3*127 | Updated screen capturesto display new text for ICD-9
72, 75-76, 311 and CPT codes.
08/04 | vi, 437, 439, 441- SR*3*125 | Updated the Table of Contents and Index. Clarified the
452, 454-455, 457, location of the national centersfor NSQIP and CICSP.
459, 461, 463-464, Updated the data entry options for the non-cardiac and
464a-b, 465-466, cardiac risk management sections; these options have
466a-b, 467, 469- been changed to match the software and new options
470, 470a-b, 471- have been added. For an overview of the data entry
475, 475a-b, 476- changes, see the Surgery NSQIP/CICSP Enhancements
482, 482a-b, 515, 2004 Release Notes. Added the Laboratory Test Result
527-530 (Enter/Edit) option and the Outcome Information
(Enter/Edit) option to the Cardiac Risk Assessment
Information (Enter/Edit) menu section. Changed the
name of the Cardiac Procedures Requiring CPB
(Enter/Edit) option to Cardiac Procedures Operative
Data (Enter/Edit) option. Removed the Update
Operations as Unrelated/Related to Death option from
the Surgery Risk Assessment Menu.
08/04 6-10, 14, 103, 105- SR*3*129 | Updated examples to include the new levels for the
107, 109-112, 114- Attending Code (or Resident Supervision). Also
120, 122-124, 141- updated examples to include the new fields for ensuring
152, 218-219, 284- Correct Surgery. For specific options affected by each
287, 324, 370-377 of these updates, please see the Resident
Supervision/Ensuring Correct Surgery Phase || Release
Notes.
August 2004 Surgery V. 3.0 User Manual i

SR*3*132



Date | Revised Pages | Patch Description
Number
04/04 All SR*3*100 | All pageswere updated to reflect the most recent

Clinical Ancillary Local Documentation Standards and
the changes resulting from the Surgery Electronic
Signature for Operative Reports project, SR* 3* 100. For
more information about the specific changes, see the
patch description or the Surgery Electronic Sgnature
for Operative Reports Release Notes.

Surgery V. 3.0 User Manual August 2004
SR*3*132



Table Of Contents

T e Lo Lo 1V Tod A o o PP P PO UPPUT 1
OVEIVIBIW ...ttt ettt e s e st e st e et e et e e be e s beesheesaeeeateebe e beesaeesaeesaeeaateenbeeteesbeesheesaseentensreesaeesans 1
DOoCUMENEALTION CONVENTIONS .......eiuiitirieieieieieeiest sttt sttt sttt st e st e seebesbesb et e e e s e e enensesnenrens 3

Getting Help and Exiting 3
USING SCIEEN SEIVES ...ttt ettt et e et h e bt e bt e b e b e e e e e st e s e e bt e bt s bt s b e e e e e s e s e e eneenennenns 5

10T U Tox 1 o o D 5
AN F= Y 0 7= (1 o TR 5
BaSICS Of SCIEEN SEIVEN ...ttt b e bbbt sb s 6
g 1C= 1o D= - USSR U RSP P SRS PR TR 7
o ] (1o [ I > R 8
TUMING PAgES ...ttt st e st e ae et e s ae e e e s besaeebesteeseeatesaeensesneennestesnaennas 8
Entering or Editing a Range of Data El@MENtS..........cocooiriiiiiiiiincsreseee e 9
WOrKing With MUIIPIES ...ttt eesreesae e 9
RTAT L0 0 I 0T o 14

Chapter One: BOOKING OPEIratiONS .......uuuuuuueuiuiiueieiiiiiietuitnueeeneeeeeaeeeeeneeeeneeneeeneeeneeenneeeneenneennne 15

[F 10T [N o1 o o ISP 15
(=YY 0o o 11 YU 15
Exiting an Option OF the SYSIEM......ccci et eas 16
OPLION OVEIVIBW ...ttt sttt st e e e see st e besbees e e besae et e sbeemeeseesbeeneeseeereeneesaeeneenee 16

Maintain SUrgery Waiting LiSt.......ccoooiooiiiee ettt seeenee 17
Print SUrgery Waiting LiSt.......ooiiiieieieesise sttt 18
Enter aPatient on the Waiting LiSt........cooooiiiieie e 21
Edit aPatient 0N the Waiting LiSt..........coo oo 22
Delete a Patient from the Waiting LiSt..........cooooiiiieieiiee et 23

ReqUESt OPEIatioNS IMENU .......coiuiiieiieie et ee ettt et e e e stesae e tesaeeneeaesseeeesseeneeneeseeensens 25
DR o = YA AN = ] = o] 1 PP R 26
Make OpPEration REQUESES..........cciriiriiieieieieeie sttt sttt sttt b e e e e e e e 28
Delete or Update Operation REQUESES.........ooiiieirieeiere e e eee e ee st seesee e eeeseas 36
Make a Request from the Waiting LiSt..........ccieieeiiiieiiie e see et 42
Make a Request fOr CONCUITENT CaASES........ccviieiiiiieeie e eeeste st eee st sae e e e esaeste e nesresnaeseas 45
Review ReqUESE INFOIMELION ........oouiiiiieieieeeeees e 52
Operation ReqUESESFOr @D @Y .....cccueeiieie ettt et e e re e sre e sreesnneens 53
RS [U1S S =] o) VAT o PP 55

LiSt OPeration REQUESES .......cccuiiiiiee ettt sttt ettt e e st e e st e s be et e eesaeeneesbesneeneeneesreensens 57

SCREAUIE OPEIELIONS........e ettt esbe st e e e s ee e e e seeeseentesaeeneeeesaeeneesseaneeeas 59
DR o = YA AN 7= ] = o ] 1 S RS 60
Schedule REQUESIED OPEIELION .......c.ceueeiiriiitieieriest ettt e s e eneene s 61
Schedule Unrequested OPEratioNS..........ccooiiierereeere e see et e e seeesee e seeeneeneesneeneees 64
Schedule Unrequested CONCUITENE CaSES ........ccveiieeiieerieerieesieesieesesseesneeesseesseesseessesssesssssssesnsenns 69
Reschedule or Update a Scheduled Operation...........cccceceeieieeieeniesiesie e 74
Cancel SChedUIEd OPEIELION........cccoieieieriesie ettt nb e b s e e e e 81
Update Cancellation REBSON...........cioiiieieee ettt ee e eeseeeneenaeseeeneenes 83
Schedule ANEStNESIA PErSONNEL..........cciiiii e 84
Create SErVICE BIOCKOUL ........ccivieiiie ettt et et s b e st esaee st e e beenbeesbeesteesaeesaeesnnenns 85
Delete Service BIOCKOUL ...........coiieeee ettt e e 87

April 2004 Surgery V. 3.0 User Manua iii



SChEAUIE OF OPEIBLIONS.........ecieeiieeieesieste e et ese e st e s e ee s eeete e teesreesreesaeesseeenseeseeseenseesseesaessneeensnens 88

List SCheduled OPErations...........c.ceieiieeereieee st ee et ee e e st st e e steeseestesaeeneesaesneensesseeneeseeseeensens 91
Chapter Two: Tracking Clinical ProCEAUIES ........c..uiiiiiiiieeiiiiieeee et 93
10T [0 Tox 1 oo ISP RRPRS 93
(=YY 0o o 11 YR 93
EXiting an Option OF the SYSEEM .......ooci st re e sre e e snes 94

(@ 010 @Y= oV T S 94
(@01 = o 1Y, 10T SRR 95
Using the Operation Menu OPLIONS.........cceeieieieere ettt ee et e e sreeaesre e 96
Operation INFOIMBLION .........eeeie ettt e e e teseeene e aesae e e e sneeneeneas 103

ST o o S = 104

(@ 01c = (o IR 7 11 o SR 108
(@07 = (o] o E ST P TSRS TRTR 113
0SB 0 = 1 o o RSN TRR 119
Enter PAC(U) INfOMMELION .......eoiiiiieeiesiecee ettt st st e st snesre e 121
OpPEration (SNOM SCIEEN) ....cveeeeeeeeeeeese sttt b ettt e e s st b et b et e e e e s 122
Surgeon’s Verification of DiagnosiS & ProCedUIesS..........cccovieoeieiiene e 125
Anesthesiafor an OPEration IMENU ..........cceiuriir e e e et sre e e sreesneeeeeeeeens 128

(@ 01c = (o I = o0 o FF SRS 129
ANESINESIAREDOIT ...ttt et ea et sreene e eenneenee s 131
NUrse INtra0peratiVe REPOI..........oicueee e se ettt ste e ste e s e et e s e sne e saeeeseeteesteesreesreesaneens 140
Tissue EXamination REPOM..........cciiieiiieee sttt s re e st e st e sre e sreeaa e tesreeneenes 153
Enter Referring PhySiCian INfOrMELioN ...........ocoiiiiiiriieeeeeeesese e 154
Enter Irrigations and RESITAINTS .......coouiiieeeee et enee s 155

(VTS o (Tor= (0] 0 S (14 o [ ) T 157

(2] ool = oo (W o VA = g} 1= 1 o o H SRS 158
ANESENESIAIMENU ...ttt b e bbbttt b b bt b e et nenaenas 160
PrEIEOUISITES. ..ottt b e et b et et s e bt bt b e b e e e e eneenenne s 160
Anesthesia Data ENtry IMENU ........ocuo it e e s 161
Anesthesia Information (ENLEr/EIt).........ccoceiirecieceeceesec et 162
Anesthesia TechNique (ENLEITEQIT) ........coveieieirirerereee e 165
MediCationS (ENEEITEIT)........cooeie ettt e e s e e ae e e e seeeneennens 169
ANESENESIAREPON ..o e st et e e e e e re e s e e saeesaeeeneeas 170
ANESENESIAAMIS. ...t bbbttt nenae s 171
Schedule ANeSthESIa PErSONNEL..........ccieeciiese ettt e st e eneas 173
Perioperative OCCUINTENCES IMENU .......cc.eeiieiiieie e cteete sttt sae et e st et esbe s e e tesaeesesreeraentesreennenes 175
K@Y VOCDUIBIY ...ttt ettt e st aeetesteeneenaesneeeesaeeneeseeseeennens 175
Intraoperative Occurrences (ENLEr/EIt) .......ooe e 176
Postoperative Occurrences (ENLEI/EIT) ........vcceieeeeie et 178
Non-Operative Occurrence (ENEI/EAIT) .........coveeriririreeeeeeesese e 180
Update Status of RetUrnS Within 30 DayS........ccoceriiieiere e 181
Morbidity & Mortality REPOIS.........ccceiiiieieie ettt e st s nrenre e 183
NON-O.R. PrOCEAUIES ..ot 187
Non-O.R. Procedures (ENEI/EIt) ... 188
Edit NON-O.R. PrOCEUUIE........ccueeie ettt sttt sre e tesneesaesaesneensesreennens 189
Procedure REPOIt (NON-O.R.) . ..ottt st e et see e ae e e saesreeneens 193
Tissue EXamination REPOIT.........coieiiiiie e ces sttt e e te e ste s e e e e snaesreenreenreenneas 195a
NON-OR Procedure INfOrMELION ........c.covieeieii et nee e 195b

iv Surgery V. 3.0 User Manual August 2004

SR*3*132



Annual Report of NON-O.R. PrOCEAUIES...........coiiiiiieieeises e 196

Report of NON-O.R. PrOCEAUIES........ocuiieeeeeee sttt saeseeeneen 198
(001401001 1 £ @ o110 10U 205
CPT/ICDO COUING IMENU. ...ttt sttt b et b s s et b et bene e s e s e e e e ene b 207
CPT/ICDO UpAate/VEriTY IMENU.....c.ceuieieiieiieesiesese ettt se e neene e 208
Update/Verify Procedure/DiagnoSiS COUES ........cccveiiereeiie e seeeieeste et e s ses e nte e esaeesneas 209
OperationN/ProCedUre REPOIT ..........coiiiieeeciecee ettt sttt aesbesreessesresaeetesneenseseas 213
NUISE INtraOPEratiVe REPON........ccuiiiiieieieiieieet sttt sn e nne e 217
Cumulative RePOIt Of CPT COUES ......ueeiieieieereesieee sttt see e ae e eseesneeeeseas 220
Report of CPT COING ACCUIACY .....ccoviiuiiiesieiteesiesteetesteseestesteesestesseessesteesaessesseessessesnsessessesnsens 224
List Completed Cases MiSSiNg CPT COUES .........couiiriiriirieieeeesiesie st 230
LiSt OF OPEIELIONS .....cueiviiieiee ettt et et e et e et s ae et e seesaeeeeseesneesesseeneeseesnseseeensens 232
List of Operations (by Surgical SPECIAILY)......cciveiieiieiiereeser et neee s 234
Report of Daily Operating ROOM ACHVITY .....cccveiiieece ettt snes 236
PCE Filing SIAtUS REPOIT ........ccueeieeeeeeseee ettt st s te e seesneeeennens 238
Report of NON-O.R. PrOCEAUIES..........cee ettt sttt et e esreesneesnneens 243
Chapter Three: Generating SUurgical REPOITS ... ..uuuuuiiiuiiiiiiiiiiiiiiiiiiiiiiiiiieinieeeeeeeeeeneeeeeeeneeenes 249
1100 (U Tox 1 o o ISP TP 249
EXiting an Option OF the SYSIEM.......cciiiiee et st aesresreenens 249
OPLION OVEIVIEW.....oneieeeie ettt ettt ettt e e ee et e eesae et e aesseeseesseeeeseeeseenseseeeseensesneeneessesneaees 249
SUMGEIY REPOITS.....c.eiieeeee ittt ettt h e b e e bt s h et e bt e e e se e eb e e s e sbeeh e e bt sbe e e e sresneesnesbeennen 251
M aNBgEMENT REPOITS ... ettt ettt b e sae e st e s ab e b e e be e be e s aeesaeesaneenbeenneens 252
List of Operations (by SUrgiCal PriOMTY) ...ccveceececseesee st nre e 267
Surgery Staffing REPOIMS.........eoiiiece ettt e st e s et sae e e e s teeneennas 283
ANESINES A REPOITS. ...ttt bbbt n e s enenne s 296
(O I 00 [ (= ] £ 305
(= oo = (0 YA 101 = (1 0 T = oo i RS 319
Chapter Four: Chief Of SUIgery REPOIS .....coiiiiiiiiiiiiiiiieee e 321
10T [ Tox 1 o o S 321
EXiting an Option OF the SYStEM.......ccci it e sne e e reeneens 321
OPLION OVEIVIBIV. ...ttt ettt b et b et e st bt e bt bt nb e s e e e e e e e st nee s e 321
Chi€f Of SUFGEIY IMENU.......oouiiie ettt sa e st e aa e besreessesbesaeestesneenaessesreensens 323
View Patient PerioperatiVe OCCUITENCES. .........uiiriiieieeeeeiesiesse st ssesee e ssesse b s sseneee e ssessens 324
M aNBgEMENT REPOITS ...ttt sttt e e b e b e e s be e s beesaeesareenbeenneens 325
UNIOCK @ Case fOr EQITING.......cceiiiriiriiiee ettt ste e ste e st e saee st te e e nteesreesreesneesnneens 394
Update Status of Returns Within 30 DayS.......c.cccveeeiieieciese e 395
Update CanCellet CaSES.........eiueieeeeieee ettt e sttt ee e eeste e eesteeneestesseesessesseeneesaeenseseeennens 396
Update Operations as Unrelated/Related to Death ...........cooevveviciiciiie et 397
Update/Verify Procedure/DiagnosiS COUES .......ccviieiiiiiieiiieee ettt st sneenne s 398
Chapter Five: Managing the Software PaCKage .......cccooeevivieiiiiiiiiii e 403
[F gL 0T (8 o1 o o ISP SRSPRR 403
Exiting an Option OF the SYSEEM......ccoi e see e e 403

(O o110 I Y7 V= T 403

August 2004 Surgery V. 3.0 User Manual v

SR*3*132



Surgery Package Management IMENU...........oeeieiiee e ee e ee e ste s e sreesneesneesneesneesneeenee s 405

Surgery Site Parameters (ENE/EIT) ........ccvieeieieeece ettt 406
Operating Room Information (ENLEI/EIL).........ooerieieieieeiisesee e 409

ST e e A A O (] [z (o] 1Y/ = o S 410
Person Field RESIICHONS IMENU.......coiiiiieieieiresiesie sttt 421
Update O.R. SChedUIE DEVICES.........cceiieieieierierieste ettt 425
Update Staff Surgeon INFOrMELION............ooi et ee s 426
Flag Drugs for Use as ANEStNESIa AQENTS.......cccvevieiierie ettt nre e 427
Update Site Configurabl@ FilES..........cveieie et 428
Surgery Interface Management MENU...........ooiiiiieie e eas 430
Make Reports Viewable in CPRS...........oo e 436
Chapter Six: ASSesSIiNgG SUrgiCal RiSK .........coiiiiiiiiiiiiiiiiieie e 437
10T [ Tox 1 o o S 437
EXiting an Option OF the SYSEEM .......ccci i sne e e e neens 437
Surgery RisK ASSESSMENT IMEBNU. ..ottt e st seeste e e s tesse e sesseeneesaesneeneeseeeneennens 439
Non-Cardiac Risk Assessment Information (ENEr/EIt) ........cccooereeirireneneneeeesese e 441
Creating aNew RISK ASSESSITIENT ........ccoviiieriesee et ee e e e s e e re e e sre e sreesreesneesneeenes 441
Editing an Incomplete Risk ASSESSMENL........cceeiiiieeeie et aenne s 443
Preoperative Information (ENEI/EAIT) .........ooveiriiiieiereeeeeeee e 444
Laboratory Test ReSUItS (ENLEITEIL) .......ocvieeeieeee e 447
Operation Information (ENEI/EIT) ........cccceeieeiie i e 451
Patient DemographiCS (ENEITEQIT) ........ccooveieireiisesiesee et 453
Intraoperative Occurrences (ENEI/EIT) ........cooe i 455
Postoperative Occurrences (ENLEr/EI).......cccocv et nee e 457
Update Status of RetUrnS Within 30 DayS.........ccceviiiiieeie et 459
Update Assessment Status to ' COMPIELE ..........ccooviiririrerierieiee e 460
Cardiac Risk Assessment Information (ENtE/EIT) .........ccevveeeieieeiesece e 461
Creating aNewW RiSK ASSESSIMENT ......ccceiiiiee ettt e et sneeseesneeeeseeenes 461
Clinical Information (ENLEr/EIt)........cccoveiieiie it 463
Laboratory Test RESUILS (ENLEITEIT) ......cc.eeciiiceece et 464a
Enter Cardiac Catheterization & AngiographiC Data...........ccceeeveririerieieeisesese e 465
Operative Risk Summary Data (ENter/Edit) ........cccooieeeiiiieeeecee e 467
Cardiac Procedures Operative Data (ENter/Edit) .........ccccveviieeieiecee e 469
Outcome INfOrmation (ENLEITEIT) .........eriiereieeieieese s 470b
Intraoperative Occurrences (ENEI/EIT) ........cooeiieeere et 471
Postoperative Occurrences (ENLEr/EIt).......cccccvece e enne e 473
Resource Data (ENEI/EIL) ........cceieiieee ettt re e e 474a
Update Assessment Status to *COMPLETE ........ccoiiiiieieinineses e 478
Print @ SUrgery RISK ASSESSITIENL. ......ccueiuitiieieiietesteste sttt ss et se e sb e b b se e s e seeseeneneeenas 477
Update Assessment Completed/Transmitted iN ErTOr .........cooveceiiiieie e 483
List Of SUrgery RISK ASSESSIMENTS .......cciiiiiieieeiie e seseete e e e s e e s e e sreeseeseeesreesseesseesaeesnnesnseensesnneens 485
Print 30 Day FOHOW-UD LEIEIS. ... .ottt et e e seeeneeneeenee s 499
EXClUSION Criteria (ENTEITEIT) .......coiieirieiieeeeeeeeese ettt 503
Monthly Surgical Case WOrkload REDOIT ...........ccueiriiiriiiieeeeeese e 505
MEM VErfiCatioN REPOM........cci ettt e st s reeste s ae e e s resra e tesreennenes 509
UPEEE 1-LINEI CBSE.... .ottt e et r e r e n e e e e nrenn s 515
Queue ASSESSMENT TIraNSMISSIONS. ....ccueeieeiieeieeeiteesteeseeseeseeseeseesseesteesteesteessesssessasesnsesnsesnsesssesssens 517
vi Surgery V. 3.0 User Manual August 2004

SR*3*132



Non-O.R. Procedures
[SRONOP]

{}_ﬂ' The Non-O.R. Procedures option, located in the main Surgery Menu and locked with the
SROPER key, is designed for documenting and reviewing Non-O.R. Procedures.

A Non-O.R. Procedure is any procedure not performed in an operating room, but which still involves
surgical or anesthesia providers. Any procedures involving anesthesia providers will display on the
Anesthesia AMIS Report.

The main options included in this menu are listed below. The first option, Non-O.R.. Procedures (Enter
Edit), contains options to enter or update cases. To the left of the option name is the shortcut synonym the
user can enter to select the option.

Shortcut Option Name

E Non-O.R.. Procedures (Enter/Edit)
A Annual Report of Non-O.R.. Procedures
R Report of Non-O.R.. Procedures

Tissue Examination Report
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Non-O.R. Procedures (Enter/Edit)
[SRONOP-ENTER]

The Non-O.R. Procedures (Enter/Edit) option allows the user to enter, edit, or delete information related
to aNon-O.R. Procedure. The editing feature branches to another submenu that allows the user to enter or
edit anesthesiainformation for a procedure. To use one of the Non-O.R. Procedures (Enter/Edit) options,
the user must first identify the patient on which he or she is working.

Accessing the Non-O.R. Procedures Menu

When the Non-O.R. Procedures (Enter/Edit) option is selected, the user will be prompted to enter a
patient name. The Surgery software will then list all non-O.R. procedures on record for the patient.

NEBRASKA, NI CK  123- 45- 6789
1. APR 22, 2002 BRONCHOSCOPY
2. NEW PROCEDURE
Sel ect Procedure: 1
The user can select from the procedure(s) listed or enter a new procedure. When selecting an existing
procedure, the software will ask whether the user wants to 1) edit information for the case, or 2) delete the
procedure, as follows.

NEBRASKA, NI CK  123- 45- 6789

APR 22, 2002 BRONCHOSCOPY

Do you want to edit or delete this procedure ?

1. Edit
2. Delete

Sel ect Number: 1// 1

If the user enters 2 to delete, the software will permanently remove the procedure from the records. On
the other hand, if the user accepts the default answer, 1, to edit the existing procedure, the software will
display the Non-O.R. Procedures (Enter/Edit) menu option. The user will see the following options.

NEBRASKA, NI CK (123- 45-6789) Case #267260 - APR 22,2002

E Edit Non-O. R Procedure

Al Anest hesia Information (Enter/Edit)
AM Medi cations (Enter/Edit)

AT Anest hesi a Techni que (Enter/Edit)

PR Procedure Report (Non-O R)

TR Ti ssue Exani nation Report

| Non- OR Procedure | nformation
Sel ect Non-O. R Procedures (Enter/Edit) Option:
Three of these sub-options, the Anesthesia Information (Enter/Edit) option, the Medications (Enter/Edit)

option, and the Anesthesia Technique (Enter/Edit) option, are the same as the sub-options of the same
name on the Anesthesia Menu option.
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Edit Non-O.R. Procedure
[SRONOP-EDIT]

The Edit Non-O.R. Procedure option on the Non-O.R. Procedures menu allows the user to enter or edit
data on the selected procedure.

The DICTATED SUMMARY EXPECTED field is used to determine whether a dictated summary will be
required for this Non-O.R. Procedure case. If NO is entered into the DICTATED SUMMARY
EXPECTED field, no alerts will be generated and no report information will be displayed. If YESis
entered into the DICTATED SUMMARY EXPECTED field, an aert will be sent to the appropriate
provider informing him or her that the Procedure Summary is ready for signature.

g The DICTATED SUMMARY EXPECTED field is used to determine whether a dictated
?5 summary will be required for aNon-O.R. Procedure case.

Example: Setting the DICTATED SUMMARY EXPECTED field to YES
NEBRASKA, NI CK (123-45-6789)  Case #267260 - APR 22, 2002

E Edit Non-O. R Procedure

Al Anesthesia Information (Enter/Edit)
AM Medi cations (Enter/Edit)

AT Anest hesi a Techni que (Enter/Edit)

PR Procedure Report (Non-O R.)

TR Ti ssue Exami nation Report

| Non- OR Procedure | nformation
Sel ect Non-O R Procedures (Enter/Edit) Option: E Edit Non-O R Procedure
** NON- O R. PROCEDURE ** CASE #267260 NEBRASKA, Nl CK PAGE 1 OF 3

DATE OF PROCEDURE: APR 22, 2002

PRI NCI PAL PROCEDURE: BRONCHOSCOPY

PRI NCI PAL PROCEDURE CODE:

MEDI CAL SPECI ALTY: GENERAL SURGERY
DI CTATED SUMVARY EXPECTED:

I N/ OUT- PATI ENT STATUS:

TI ME PROCEDURE BEGAN:

TI ME PROCEDURE ENDED:

PROVI DER: M AM , STEVE

10 NON- OR LOCATI ON:

11 ASSOCI ATED CLI NI C:

12 PRI NCI PAL DI AGNCSI S:

13 PRI N DI AGNCSI S CODE:

14 | NDI CATI ONS FOR OPERATI ONS: (WORD PROCESSI NG)
15 BRI EF CLI N HI STORY: (WORD PROCESSI NG)

©CoOo~NOoOOhwWNPEF

Enter Screen Server Function: 5
Di ctated Summary Expected: YES YES
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** NON-O R PROCEDURE ** CASE #267260 NEBRASKA, NI CK PAGE 1 OF 3

DATE OF PROCCEDURE: APRIL 22, 2002
PRI NCI PAL PROCEDURE: BRONCHOSCOPY

PRI NCI PAL PROCEDURE CODE:

MEDI CAL SPECI ALTY: GENERAL SURGERY
DI CTATED SUMVARY EXPECTED: YES

I N/ QUT- PATI ENT STATUS:

TI ME PROCEDURE BEGAN:

TI ME PROCEDURE ENDED:

PROVI DER: M AM , STEVE

10 NON- CR LOCATI ON:

11 ASSCCI ATED CLI NI C:

12 PRI NCI PAL DI AGNCSI S:

13 PRI'N DI AGNCSI S CODE:

14 | NDI CATI ONS FOR OPERATI ONS: (WORD PROCESSI NG)
15 BRI EF CLI N HI STORY: (WORD PROCESSI NG)

©CoOoO~NOUA~WNPE

Enter Screen Server Function: <Enter>
** NON- O R PROCEDURE ** CASE #267260 NEBRASKA, NI CK PAGE 2 OF 3

OPERATI VE FI NDI NGS: (WORD PROCESSI NG)
ATTEND PROVI DER:

ATTENDI NG CODE:

PRI NC ANESTHETI ST:

ANESTHESI OLOG ST SUPVR:

ANES CARE START TI ME:

ANES CARE END TI ME:

ANESTHESI A TECHNI QUE: ( MULTI PLE)

ANES SUPERVI SE CODE:

10 DI AGNOSTI C/ THERAPEUTI C (Y/N) :

11 ASA CLASS:

12 OTHER PROCEDURES: (MULTI PLE)

13 OTHER POSTOP DI AGS: (MULTI PLE)

14 PROCEDURE OCCURRENCE: ( MULTI PLE)

15 SPECI MENS: (WORD PROCESSI NG)

©Coo~NoOOhhwWNEF

Enter Screen Server Function: <Enter>

** NON-O R PROCEDURE **  CASE #267260 NEBRASKA, Nl CK PAGE 3 OF 3
1 GENERAL COWMENTS:  (WORD PROCESS! NG)

2 CANCEL DATE:

3 CANCEL REASON:

Enter Screen Server Function:
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NOTE DATED: 02/13/2002 00: 00 PROCEDURE REPORT
SUBJECT: Case #. 267236

PREOPERATI VE DI AGNOSI S: RESPI RATORY FAI LURE, PROLONGED TRACHEAL | NTUBATI ON
AND FAI LURE TO WEAN

POSTOPERATI VE DI AGNOSI S: SAME

PROCEDURE PERFORMED: OPEN TRACHECSTOWY
PROVI DER: DR SPRI NGFI ELD

ASS| STANT PROVI DER:

ANESTHESI A: GENERAL ENDOTRACHEAL ANESTHESI A
ESTI MATED BLOOD LOSS: M NI MAL

COWVPLI CATI ONS:  NONE

| NDI CATI ONS FOR PROCEDURE: The patient is a sixty-four-year-old gentlenan

with a rather extensive past surgical history, nostly significant for status

post esophagogastrectonmy and presented to the hospital approximtely three

weeks ago with abdom nal pain. Diagnostic eval uation consisted of an abdoni na

CT scan, liver function tests and right upper quadrant ultrasound, all of

whi ch were consistent with a diagnosis of acal culus chol ecystitis. Because of

these findings, the patient was brought to the operating room approxi mately

three weeks ago where an open chol ecystectony was performed. The patient subsequent to that has
had a very rocky postoperative course, nmost significantly focusing around persistently spiking
fevers with sources significant for an E-coli sinusitis as well as a Staphyl ococcus E-col
pneunonia with no evidence of bacteremia. As a result of all of this sepsis and persistent

spi king fevers, the patient has had a pneunonia, the patient has had a rather difficult time
weaning fromthe ventilator and because of the

al nost three week period since his |ast operation with persistent endotrachea

tube in place, the patient was brought to the operating roomfor an open

tracheostony procedure

DESCRI PTI ON OF PROCEDURE: After appropriate consent was obtained fromthe
patient’s next of kin and the risks and benefits were explained to her, the
patient was then brought to the operating room where general endotrachea
anest hesi a was induced. The area was prepped and draped in the usual fashion
with a towel roll under the patient’s scapula and the neck extended

A longitudinal incision of approximately 2 cm was nmade just below the cricoid
cartilage. The strap nuscles were taken down using Bovee el ectrocautery. The
isthnus of the thyroid was clanped and tied off using 2-0 silk x two.
Henostasi s was assured. The thyroid cartilage was carefully di ssected
directly onto it. The windowin the third ring of the trachea was opened
after placement of retraction sutures of 0 silk, The hatch was cut open using
a hatch box shape. This opening was then dilated using the tracheal dilator
The endotracheal tube was pulled back. A #7 Tracheostony tube was placed with
ease. Breath sounds were assured. The patient was oxygenating well and the

stay sutures were placed. The patient tolerated the procedure well. The skin
was closed with 0 silk and trachea tip was applied. The patient tolerated the
procedure well. The endotracheal tube was finally renmoved. He was brought to

the Surgical Intensive Care Unit in stable, but critical condition
Jack Springfield, MD
JS/jer:jw J#: 514 DD: 02-13-02 DT: 02-13-02

Si gned by: /es/ JACK SPRI NGFlI ELD

02/ 13/ 2002 16: 40
Enter RETURN to continue or '~ to exit: *
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Tissue Examination Report
[SROTRPT]

The Tissue Examination Report option is used to generate the Tissue Examination Report that contains

information about cultures and specimens sent to the laboratory for a non-OR procedure.

This report printsin an 80-column format and can be viewed on the screen.

Example: Tissue Examination Report

Sel ect Non-O. R Procedures (Enter/Edit) Option: TR Tissue Exam nati on Report
DEVI CE: [Sel ect Print Device]

————————————————————————————————————— printout follows------------------------------
MEDI CAL RECORD | Tl SSUE EXAM NATI ON
Speci nen Subnitted By: bt ai ned: AUG 13, 2004

OR1, SURGERY CASE # 267260

Speci nen(s): Bl OPSY OF STOVACH LI NI NG

Brief Clinical History:

The patient has had a pneunonia, and had a rather difficult tine weaning
fromthe ventilator and because of the al nost three week period since

his last operation with persistent endotracheal tube in place, the

patient was brought to the operating roomfor an open tracheostony procedure.

Operative Procedure(s):
OPEN TRACHECSTOMWY

Preoperative Di agnosi s:
RESPI RATORY FAI LURE, PROLONGED TRACHEAL | NTUBATI ON
AND FAI LURE TO VEEAN

Post operati ve Di agnosi s: Signature and Title
FOREI GN BODY | N TRACHEA TULSA, LARRY

At t endi ng Surgeon: TOPEKA, MARK

Gross Description, Histologic Exam nation and D agnosi s

(Continue on reverse side)

PATHOLOG ST S SI GNATURE DATE

NEBRASKA, NI CK (123-45-6789) Age: 64 SEX: MALE ID # 123-45-6789
ETHNI CI TY: NOT H SPANI C REG STER NO.

RACE: WHI TE, ASI AN

WARD: ROOMW BED:

VAMC: MAYBERRY, NC REPLACEMENT FORM 515

Press RETURN to continue
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Non-OR Procedure Information
[SR NON-OR INFO]

The Non-OR Procedure Information option displays information on the selected non-OR procedure, with

the exception of the provider's dictated summary.
This report printsin an 80-column format and can be viewed on the screen.

Example: Non-OR Procedure Information
NEBRASKA, NI CK (123-45-6789)  Case #267260 — AUG 13, 2002

Sel ect Non-O. R Procedures (Enter/Edit) Option: | Non-O R Procedure Information

DEVI CE: HOVE// [Select Print Device] T

NEBRASKA, NI CK (123-45-6789) Age: 64 PAGE 1
NON- O R PROCEDURE - CASE #267260 Printed: AUG 13, 2004@4: 40
Med. Specialty: PULMONARY, NON- TB Location: NON OR
Princi pal Di agnosi s:

FAI LURE TO WEAN | CD9 Code: 934.0
Provi der: TULSA, LARRY Patient Status: |NPATIENT

Attending: M AM, STEVE
Attendi ng Code: LEVEL F: NON- OR PROCEDURE DONE IN THE OR, ATTENDI NG | DENTI FI ED

Attend Anesth: N A
Anest hesi a Supervi sor Code: N A
Anesthetist: NA

Anest hesi a Techni que(s): NA
Proc Begin: AUG 13, 2004 09:00 Proc End: AUG 13, 2004 10:00

Procedure(s) Perforned:
Princi pal : OPEN TRACHEOSTOMY
CPT Code: 31600 I NCISI ON OF W NDPI PE

I ndi cations for Procedure:
FOREI GN BODY | N TRACHEA.

Brief Clinical History:

The patient is a sixty-four-year-old gentleman with a rather extensive past
surgical history, nostly significant for status post esophagogastrectony and
presented to the hospital approxi mately three weeks ago with abdom nal pain.
Di agnosti c eval uati on consisted of an abdom nal CT scan, liver function
tests and right upper quadrant ultrasound, all of which were consistent
with a diagnosis of acal culus cholecystitis. Because of these findings,
the patient was brought to the operating room approxi mately three weeks ago
where an open chol ecystectony was perforned.

Speci nens: BI OPSY OF STOVACH LI NI NG

Di ctated Summary Expected: YES

Enter RETURN to continue or '~ to exit:
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Annual Report of Non-O.R. Procedures
[SRONOP-ANNUAL]

The Annual Report of Non-O.R.. Procedures option generates the Annual Report of Non-O.R.
Procedures. It displays the total number of non-O.R. procedures within the selected date range based on
CPT code.

Thisreport printsin an 80-column format and can be viewed on the screen.

Example: Annual Report of Non-O.R. Procedures
Sel ect Non-O R Procedures Option: A Annual Report of Non-O R Procedures

Annual Report of Non-O R Procedures

Starting with Date: 3/2 (MAR 02, 1999)
Ending with Date: 3/30 (MAR 30, 1999)

Print the report on which Device: [Select Print Device]

-- report follows---
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CPT/ICD9 Coding Menu
[SRCODING MENU]

The Surgery CPT/ICD9 Coding Menu option was devel oped to help assure access to the most accurate
source documentation and to provide a means for efficient coding entry and validation. It provides coders
with special, limited access to the VISTA Surgery package.

From the menu, coders have ready access to the Operation Report, which is dictated by the surgeon
postoperatively and contains the most comprehensive and accurate description of the procedure(s)
actually performed. Coders can also view the Nurse Intraoperative Report, which is often an important
supplementary source of data.

Using the same menu, coders can add and edit procedures, CPT codes, diagnoses, and International
Classification of Diseases 9" Edition (ICD-9) codes, without having to rely on a paper-based system.
Options are available to assist surgery staff and others who perform coding validation, as are several
commonly used reports.

The Surgery CPT/ICD9 Coding Menu contains the following options. To the left is the shortcut synonym
the user can enter to select the option:

Shortcut Option Name

EDIT CPT/ICD9 Update/Verify Menu ...

C Cumulative Report of CPT Codes

A Report of CPT Coding Accuracy

M List Completed Cases Missing CPT Codes
L List of Operations

LS List of Operations (by Surgical Specialty)
U List of Undictated Operations

D Report of Daily Operating Room Activity
PS PCE Filing Satus Report

R Report of Non-O.R. Procedures
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CPT/ICD9 Update/Verify Menu
[SRCODING UPDATE/VERIFY MENU]

(}_ﬂ' The CPT/ICD9 Update/Verify Menu is locked with the SR CODER security key.

This option provides coding personnel with access to review and edit procedure and diagnosis

information. It also provides access to the Operation Report and Nurse Intraoperative Report for

operations and to the Procedure Report (Non-O.R.) for non-O.R. procedures.

The CPT/ICD9 Update/Verify Menu contains the following options. To the l€eft is the shortcut synonym

the user can enter to select the option.

Shortcut Option Name

uv Update/Verify Procedure/Diagnosis Codes
OR Oper ation/Procedure Report

NR Nurse I ntraoper ative Report

Pl Non-OR Procedure Information

To access the CPT/ICD9 Update/Verify Menu, the user must first identify the patient and case. When the
user selects EDIT for the CPT/ICD9 Update/Verify Menu from the CPT/ICD9 Coding Menu, the user
will be prompted to enter a patient name. The software will then list all the cases on record for the patient,

including any operations that are completed or are in progress and any non-O.R. procedures.

Sel ect CPT/|1CD9 Coding Menu Option: EDIT CPT/ICD9 Update/ Verify Menu

Sel ect Patient: |DAHO PETER 02-12-28 123456789 YES S
C VETERAN
| DAHO, PETER 123- 45- 6789

1. 08-07-99 REPAIR DI APHRAGVATI C HERNI A ( COVPLETED)
2. 02-24-99  CYSTOSCOPY (NON- OR PROCEDURE)

3. 02-18-03 TRACHEOSTOW ( COVPLETED)

4. 09-04-97 CHOLECYSTECTOW ( COVPLETED)

5. 09-28-95 | NGUI NAL HERNI A ( COMPLETED)

6. 08-31-95 H P REPLACEMENT ( COVPLETED)

Sel ect Case: 3

| DAHO, PETER ( 123- 45- 6789) Case #124 - FEB 18, 1999

w Updat e/ Veri fy Procedure/ D agnosi s Codes
OR Oper ati on/ Procedur e Report

NR Nurse I ntraoperative Report

PI Non- OR Procedure | nfornation

Sel ect CPT/|1CD9 Update/ Verify Menu Option:

From this point, the user can select any of the CPT/ICD9 Update/Verify Menu options.
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1. M TRAL VALVE
Cultures: NA

Anest hesi a Techni que(s):
GENERAL (PRI NCI PAL)

Tubes and Drai ns:
#16FOLEY, #18NGTUBE, #36 &2 #32RA CHEST TUBES

Tourni quet: N A
Thermal Unit: NA

Prosthesis Installed:
Item M TRAL VALVE
Vendor: BAXTER EDWARDS
Model : 6900
Lot/ Serial Nunber: GY0755
Si ze: 29W

Medi cations: N A
Irrigation Solution(s):
HEPARI NI ZED SALI NE
NORVAL SALI NE

COLD SALI NE

Bl ood Repl acenent Fluids: NA

Sponge Count : YES

Shar ps Count: YES

I nstrunment Count: NOT APPLI CABLE
Counter: PELHAM STEVE

Counts Verified By: LANSING MARY

Dressing: DSD, PAPER TAPE, MEPORE
Packi ng:  NONE

Bl ood Loss: 800 ni

Post operative Mod: RELAXED
Post oper ati ve Consci ousness: ANESTHETI ZED
Post operative Skin Integrity: SUTURED | NCl SI ON
Post operative Skin Col or: N A

Laser Unit(s): NA

Sequential Conpression Device: NO

Cel|l Saver(s): NA

Devices: N A

Si gned by: /es/ MARY A LANSI NG

03/ 04/ 2002 10: 41

Urine Qutput:

Sterile Resp: MANUFACTURER
Quantity: 1

750 m
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Non-OR Procedure Information
[SR NON-OR INFO]

The Non-OR Procedure Information option displays information on the selected non-OR procedure, with

the exception of the provider's dictated summary.
This report printsin an 80-column format and can be viewed on the screen.

Example: Non-OR Procedure Information
NEBRASKA, NI CK (123-45-6789)  Case #267260 - APR 22, 2002

w Updat e/ Veri fy Procedure/Di agnosi s Codes
R Qper ati on/ Procedur e Report

NR Nurse I ntraoperative Report
| Non- OR Procedure | nformation

Sel ect CPT/1CD9 Update/ Verify Menu Qption: | Non-O R Procedure |nformation

DEVI CE: HOWE// [Select Print Device] T

NEBRASKA, NI CK (123-45-6789) Age: 83 PAGE 1
NON- O. R. PROCEDURE - CASE #267260 Printed: AUG 04, 2004@4: 40
Med. Specialty: GENERAL Location: NON OR

Princi pal Diagnosis: LARYNGEAL/ TRACHEAL BURN
Provi der: M AM, STEVE Patient Status: NOT ENTERED
At t endi ng:
At t endi ng Code:
Attend Anesth: N A
Anest hesi a Supervi sor Code: N A
Anesthetist: NA
Anest hesi a Techni que(s): NA
Proc Begin: JAN 14, 2004 08:00 Proc End: JAN 14, 2004 09:00
Procedure(s) Perforned:

Princi pal : BRONCHOSCOPY

CPT Code: 31622 DX BRONCHOSCOPE/ WASH

Di ctated Summary Expected: YES

Enter RETURN to continue or '~ to exit:

219 Surgery V. 3.0 User Manual
SR*3*132

August 2004



(This page included for two-sided copying.)
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Cumulative Report of CPT Codes
[SROACCT]

The Cumulative Report of CPT Codes option counts and reports the number of times a procedure was
performed (based on CPT codes) during a specified date range. There is also a column showing how
many times it was in the Other Operative Procedure category.

After the user enters the date range, the software will ask if the user wants the Cumulative Report of CPT
Codesto include only operating room surgical procedures, non-O.R. procedures, or both.

These reports have a 132-column format and are designed to be copied to a printer.

Example 1: Print the Cumulative Report of CPT Codesfor only OR Surgical Procedures
Sel ect CPT/1CD9 Codi ng Menu Option: C Cunul ative Report of CPT Codes
Curul ative Report of CPT Codes

Start with Date: 3/28 (MAR 28, 1999)
End with Date: 4/3 (APR 03, 1999)

I ncl ude which cases on the Cunul ati ve Report of CPT Codes ?
1. OR Surgical Procedures

2. Non- OR Procedures

3. Both OR Surgical Procedures and Non- OR Procedures.

Sel ect Number: 1// <Enter>

This report is designed to use a 132 col umm fornat.

Sel ect Device: [Select Print Device]
---------------------------------------------------------- Printout follows---------=-=-==-mmmsmsmmmmceee s

220 Surgery V. 3.0 User Manual April 2004



Options

Admissions Within 14 Days of Outpatient
Surgery, 385

Anesthesia AMIS, 171, 297

Anesthesia Data Entry Menu, 161

Anesthesiafor an Operation Menu, 128

Anesthesia Information (Enter/Edit), 162

AnesthesiaMenu, 160

Anesthesia Provider Report, 303

Anesthesia Report, 131, 170

Anesthesia Reports, 296

Anesthesia Technique (Enter/Edit), 165

Annual Report of Non-O.R. Procedures, 196

Annual Report of Surgical Procedures, 255

Attending Surgeon Reports, 284

Blood Product Verification, 158

Cancel Scheduled Operation, 81

Cardiac Procedures Operative Data
(Enter/Edit), 469

Chief of Surgery, 323

Chief of Surgery Menu, 321

Circulating Nurse Staffing Report, 294

Clinical Information (Enter/Edit), 463

Comments Option, 205

Comparison of Preop and Postop Diagnosis,
335

CPT Code Reports, 305

CPT/ICD9 Coding Menu, 207

CPT/ICD9 Update/Verify Menu, 208

Create Service Blockout, 85

Cumulative Report of CPT Codes, 220, 306

Deaths Within 30 Days of Surgery, 378

Delay and Cancellation Reports, 337

Delete a Patient from the Waiting List, 23

Delete or Update Operation Requests, 36

Delete Service Blockout, 87

Display Availability, 26, 60

Edit a Patient on the Waiting List, 22

Edit Non-O.R. Procedure, 189

Ensuring Correct Surgery Compliance Report,

391
Enter a Patient on the Waiting List, 21
Enter Cardiac Catheterization &
Angiographic Data, 465
Enter Irrigations and Restraints, 155
Enter PAC(U) Information, 121
Enter Referring Physician Information, 154
Enter Restrictions for 'Person’ Fields, 422
Exclusion Criteria (Enter/Edit), 503
File Download, 433

Flag Drugs for Use as Anesthesia Agents, 427

Flag Interface Fields, 431

Intraoperative Occurrences (Enter/Edit), 176,
455, 471

Laboratory Interim Report, 319

Laboratory Test Results (Enter/Edit), 447, 464a

List Completed Cases Missing CPT Codes,
230, 316

List of Anesthetic Procedures, 299

List of Invasive Diagnostic Procedures, 387

List of Operations, 232, 257

List of Operations (by Postoperative
Disposition), 259

List of Operations (by Surgical Priority), 267

List of Operations (by Surgical Specialty),
234, 265

List of Operations Included on Quarterly
Report, 389

List of Surgery Risk Assessments, 485

List of Unverified Surgery Cases, 352

List Operation Requests, 57

List Scheduled Operations, 91

M&M Verification Report, 330, 509

Maintain Surgery Waiting List menu, 17

Make a Request for Concurrent Cases, 45

Make a Request from the Waiting List, 42

Make Operation Requests, 28

Make Reports Viewable in CPRS, 436

Management Reports, 252, 325

Medications (Enter/Edit), 157, 169

Monthly Surgical Case Workload Report, 505

Morbidity & Mortality Reports, 183, 326

Non-Cardiac Risk Assessment Information
(Enter/Edit), 441

Non-O.R. Procedures, 187

Non-O.R. Procedures (Enter/Edit), 188

Non-OR Procedure Information, 195b, 219a

Non-Operative Occurrence (Enter/Edit), 180

Normal Daily Hours (Enter/Edit), 413

Nurse Intraoperative Report, 140, 217

Operating Room Information (Enter/Edit),
409

Operating Room Utilization (Enter/Edit), 411

Operating Room Utilization Report, 361, 415

Operation, 113

Operation (Short Screen), 122

Operation Information, 103

Operation Information (Enter/Edit), 451

Operation Menu, 95

Operation Report, 129

Operation Requests for a Day, 53

Operation Startup, 108
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Operation/Procedure Report, 213

Operative Risk Summary Data (Enter/Edit),
467

Outcome Information (Enter/Edit), 474a

Outpatient Encounters Not Transmitted to
NPCD, 278

Patient Demographics (Enter/Edit), 453

PCE Filing Status Report, 238, 273

Perioperative Occurrences Menu, 175

Person Field Restrictions Menu, 421

Post Operation, 119

Postoperative Occurrences (Enter/Edit), 178,
457, 473

Print 30 Day Follow-up Letters, 499

Print a Surgery Risk Assessment, 477

Print Blood Product Verification Audit Log,
389

Print Surgery Waiting List, 18

Procedure Report (Non-O.R.), 193

Purge Utilization Information, 420

Quarterly Report Menu, 368

Quarterly Report--Surgical Service, 369

Queue Assessment Transmissions, 517

Remove Restrictions on 'Person’ Fields, 424

Report of Cancellation Rates, 347

Report of Cancellations, 345

Report of Cases Without Specimens, 357

Report of CPT Coding Accuracy, 224, 310

Report of Daily Operating Room Activity,
236, 271, 355

Report of Delay Reasons, 340

Report of Delay Time, 342

Report of Delayed Operations, 338

Report of Missing Quarterly Report Data, 391

Report of Non-O.R. Procedures, 198, 243

Report of Normal Operating Room Hours,
417

Report of Returnsto Surgery, 353

Report of Surgical Priorities, 269

Report of Unscheduled Admissionsto ICU,
359

Request Operations menu, 25

Requests by Ward, 55

Reschedule or Update a Scheduled Operation,
74

Resource Data (Enter/Edit), 471

Review Request Information, 52

Risk Assessment, 461

Schedule Anesthesia Personnel, 84, 173

Schedule of Operations, 88, 253

Schedule Operations, 59
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Schedule Requested Operation, 61
Schedule Unrequested Concurrent Cases, 69
Schedule Unrequested Operations, 64
Scrub Nurse Staffing Report, 292
Surgeon Staffing Report, 288
Surgeon’ s Verification of Diagnosis &
Procedures, 125
Surgery Interface Management Menu, 430
Surgery Package Management Menu, 405
Surgery Reports, 251
Surgery Site Parameters (Enter/Edit), 406
Surgery Staffing Reports, 283
Surgery Utilization Menu, 410
Surgical Nurse Staffing Report, 290
Surgical Staff, 104
Table Download, 434
Tissue Examination Report, 153, 195a
Unlock a Case for Editing, 394
Update 1-Liner Case, 515
Update Assessment Completed/Transmitted in
Error, 483
Update Assessment Status to ‘ Complete’, 460
Update Assessment Statusto ‘COMPLETE’,
478
Update Cancellation Reason, 83
Update Cancelled Cases, 396
Update Interface Parameter Field, 435
Update O.R. Schedule Devices, 425
Update Operations as Unrelated/Related to
Death, 397, 507
Update Site Configurable Files, 428
Update Staff Surgeon Information, 426
Update Status of Returns Within 30 Days,
181, 395, 459
Update/Verify Procedure/Diagnosis Codes,
209, 398
View Patient Perioperative Occurrences, 324
Wound Classification Report, 363
outstanding requests
defined, 15
=]
PACU, 121
PCE filing status, 238, 273
percent utilization, 361, 415
person-type field
assigning akey, 422
removing akey, 422, 424
Pharmacy Package Coordinator, 427
positioning devices, 155
Post Anesthesia Care Unit (PACU), 121
postoperative occurrence, 38
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